to acquittal but conviction on the lesser (included) offence.
The cases that Dr. Arboleda-Florez has cited hinge not on the specific intent defence but on provocation. Provocation requires both an objective test (was the provocation sufficient to deprive an ordinary person of self-control) and a subjective test (was the accused, in fact, deprived of self-control). The effect of the abovementioned cases is to emphasize the subjective element of the test by adducing evidence of mental traits, and so on, but these cases, I submit, do not depend on negation of intent.
To summarize, the law of provocation is distinct from the law of specific intent. The differences are many.
1. The law of provocation is statutory whereas the law of specific intent has developed largely from case law.
2.Provocation applies to murder only whereas specific intent defence applies to any crime which requires such an intent.
3. Provocation uses an objective as well as a subjective standard; the standard in specific intent defence is purely subjective. 4. Provocation does not negate intent. On the other hand, the question of provocation arises generally when the intent is proved.
Syed Naveed Akhtar, M.D.
Dartmouth, Nova Scotia
THE MASS MEDIA AND THE DIAGNOSIS OF AGORAPHOBIA
Dear Sir:
The efficacy of behaviour therapy in the treatment of agoraphobia is well established (I). Indeed, the existence of agoraphobia as a syndrome, and of its response to behaviour therapy, have become the subject of numerous reports in the popular press, and on radio and television. In many larger cities, self-help groups have formed, either for agoraphobics, or for phobic patients in general. One result of this widespread (and generally useful) publicity has been an increasing incidence of incorrect presumptive self-diagnosis of agoraphobia, an event which can retard the patient's diagnosis and effective treatment.
A typical presentation is that of a non-psychotic patient who, based on newspaper or television accounts, presents himself convinced that he has the syndrome. Such patients may, however, suffer from a different phobia which could be mistaken for agoraphobia, even by a trained physician or psychologist who places too much trust in diagnostic terms, or who allows his vigilence to lapse somewhat during historytaking. For example, a 46-year-old housewife, who diagnosed herself after reading about agoraphobia in a local newspaper, presented for therapy. She was treated with relaxation, systematic desensitization and graded home practice in taking short walks in the neighbourhood. After three weeks she reported that the home practice was more productive of boredom than of anxiety. This is most uncommon in agoraphobia. Accordingly she was re-assessed. It was now discovered that when she "went out" she was referring to the engagement in social situations involving self-expression to a variety of people. She had, in fact, a typical social anxiety. But her initial exposure to the newspaper account had caused her to slant her history in such a way that it was easy to mistake her story for one of agoraphobia.
In a second case, a 42-year-old store clerk reported that the further he drove from home the more anxious he became. His driving consisted chiefly of commuting to and from work. He presented for therapy because another psychiatrist to whom he had gone had recently seen agoraphobia described on television, and assumed that the patient suffered from it. This patient too was initially treated with a simply-designed systematic desensitization program, accompanied by the request that he monitor his anxiety during his commuting. Before long, we realized that the pattern was unusual, in that his anxiety mounted the nearer he approached a certain bridge, which it was necessary to cross on the way to work. Further questioning revealed that the core problem was acrophobia, but that the anticipatory anxiety during driving did indeed resemble agoraphobia to some extent. It was interesting how the patient's perception of his problem had been coloured by a belief-system shared by the media, himself, and 'two psychiatrists.
It should be noted that we are not describing here cases of depression or schizophrenia, who happen to present with a leading symptom of agoraphobia. These also occur, but are relatively easy to differentiate. Nor are we dealing with the difficult-to-diagnose patient, ably described by Wolpe (2) . Indeed, without wishing to create a new syndrome, we feel we are dealing with a new phenomenon, the creation of an unintentional red CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 23, No.4 herring, due in part to the otherwise commendable efforts of the mass media to inform the public about the existence and treatability of agoraphobia.
Agoraphobia is usually defined in the mass media as "a fear of going outdoors" or a "housebound syndrome", and these events certainly occur in agoraphobia. But they also occur in many neurotic patients who suffer from other definable and treatable phobias. However, on hearing agoraphobia described, patients may identify with these symptoms and think they must suffer from agoraphobia. The likelihood of this occurring increases when patients have in the past received little understanding from family, friends or health professionals, who may define their problems as "silly" or "childish". Their conviction of having finally defined the source of years of discomfort may lull even a fairly careful clinician into a false sense of diagnostic security. with resultant loss of time, pending the discovery of the true nature of the syndrome.
It goes without saying, then, that a careful behavioural analysis is important in helping to avoid such errors. However, we suggest that because of the very public exposure of what were once very private problems, statements made by patients during behavioural analysis must be weighed even more carefully. To assist in the process, we have two specific recommendations.
Dear Sir:
The Brief Communication on "Responses to Moral Dilemmas in Medical Students and Psychiatric Residents"t in the December issue of your journal was of particular interest to me. I was one of the 19 residents who participated in the survey.
Although the average P scores of the medical students and psychiatric residents are not statistically significant they do tend to indicate ". . . a law and order orientation for psychiatric residents with a trend towards a somewhat higher orientation of sociolegal commitments for medical students. " I believe an explanation for this may lie in the different cultural backgrounds of the two groups. The medical students are predominantly from Ontario and Quebec, and educated in a sophisticated bilingual North American cultural milieu.Of the 28 psychiatric residents in 1975/76 at the University of Ottawa, 19 of whom took part in the • The clinician should assess cautiously a self-diagnosis of agoraphobia. Suspicious signs such as atypical age of onset, or the ability of the patient to come to the examination unaccompanied, can be useful aids when they occur. It might also be useful to ask routinely if the patient has seen or heard the topic of agoraphobia discussed in the media. • The Wolpe-Lang Fear Survey Schedule (3) is a useful adjunct to a careful behavioural analysis. In patients with apparent agoraphobia plus other phobias, it often reveals previously unsuspected clusters of phobic symptoms.
M.S. Rapp, M.D. M.R. Thomas, M.A.
Toronto, Ontario
